operation gives a better chance of recovery, because cases due to nasal suppuration go on to atrophy, and then whatever is done does not improve the sight. Two cases were instances of syphilitic neuritis, which were treated in the ordinary way with benefit. In one case there was double optic atrophy of doubtful origin. One sphenoid had been operated upon, and I operated upon the other, but found nothing and there was no improvement. Of the other class, so-called retro-bulbar neuritis, there were eleven cases, and in these I examined the nose on several occasions, exploring the sphenoids with the Eustachian catheter. I also explored the maxillary antra, but none of these examinations yielded any result. Wassermann reactions, urine, nervous system and X-ray examinations, and searches for tuberculosis were all negative. Two patients were suspected of tuberculosis, but no evidence was obtained. These cases usually occur in young women under 40, and the degree of visual defect varies. It is usually of sudden onset, and unilateral. In a month or six weeks the sight improves and the patient is much better, but a recurrence is apt to follow. Ultimately there is recovery. What is the cause of that type I do not know: the ophthalmic surgeon suggests there is an intermittent catarrh of the ethmoid or sphenoid, and that the sight improves with the disappearance of the catarrh, more particularly as the onset of retrobulbar neuritis is sometimes accompanied by a history of an influenzal cold. I had charts of the fields of vision made, so that we might know what fibres of the optic nerve were affected. The outside fibres supply the macular region and, if affected, produce central scotoma. Affection of the nasal side would produce a central scotoma, while the central fibres of the trunk of the nerve go to the periphery of the field. But the charts were of little value: in both the cases which had nasal disease there was a central scotoma and contraction of the field. The retro-bulbar neuritis cases also had a central scotoma and contraction of the field. Two of the patients with retro-bulbar neuritis had slight enlargement of the middle turbinal and the condi'tion of the nose was doubtful, so I removed the middle turbinals and opened the sphenoids and ethmoids with a negative result and no improvement in the sight. I hope members will be able to find something to account for this condition. (May 4, 1917.) Case of Acute Osteomyelitis of Frontal Bone secondary to Acute Frontal Sinusitis; Operation; Recovery.
W. B., MALE, aged 15, attended the Throat and Ear Department at Guy's Hospital on February 22, 1917, on account of pain and swelling on the forehead. He gave the following history: "For several years attacks of epistaxis from the left side of the nose; for some weeks (?) frontal headaches. Ten days ago had 'influenza' and suffered from severe frontal headaches and had discharge from the left side of the nose. This morning the left eye began to swell."
Examination showed swelling over the forehead, most marked over the left frontal sinus; the skin was shiny but not red; there was great tenderness over the whole of the swelling; the left eye was practically closed on account of cedema of the lids; there was some cedema of the right eyelids, but this eye could be opened well. There was creamy pus in the left middle meatus. Temperature 100.40 F. The patient's general condition was good. This examination took place at 4 p.m. and the boy was admitted forthwith.
Operation was performed at 9 p.m.; by this time the cedema had spread very distinctly, both eyes were quite closed by oedema of the lids. The usual incision was made over the left frontal sinus and the sinus opened and pus found; while this was being done the cut edges of the bone were noticed to be oozing minute beads of pus and to be somewhat avascular. It was now realized that extensive removal of bone was indicated; further skin incisions were made-one over the right frontal sinus, which joined the original incision at its lower end across the bridge of the nose; from the centre of this incision across the nose a vertical incision was carried up over the forehead ; the flaps thus marked out were reflected up and outwards. Bone was now removed till a healthy cut surface was reached; the frontal bone required removal from one external angular process to the other, and for more than 2 in. in a vertical direction from the fronto-nasal junction; the left ethmoidal cells were found to contain pus and were removed, also the supraorbital crests and a small amount of the orbital roofs. The cut edge of the bone was then mopped with pure carbolic acid.
The patient made a good recovery, and about four weeks later the flaps of skin were replaced and sutured.
DISCUSSION.
Mr. TILLEY: I congratulate Mr. Mollison on having saved this boy's life, because osteomyelitis of the frontal bone is nearly always fatal. Those who wish to inform themselves on the subject cannot do better than consult Dr. Dan McKenzie's atticle in the Joutrnal of Laryngology, 1913. During the last six months I have been asked to see two cases presenting that condition:
one not as a result of operation, but a complication of an acute, unrecognized frontal sinus suppuration of influenzal origin. The following were the main features in the case: Intense cedema of the left upper eyelid, chemosis of conjunctiva and some proptosis. CEdema over the supra-orbital region which extended to the neighbourhood of the parotid gland and over the ascending ramus of the jaw. Deep pressure over the region of the frontal sinus caused much pain. Pus present in the left middle meatus. The frontal sinus was opened by an incision just below the level of the eyebrow. Pus and bubbles of air escaped. The whole anterior wall was removed and the inflamed mucous membrane wiped away. Small beads of pus could be seen in the diploe bordering the edges of the sinus. Pus continued to discharge freely from the wound for six weeks and it was irrigated twice daily. Meantime the noninflammatory cedema of the skin on the left frontal bone continued to spread until it reached beyond the hair-line. The whole of the left frontal bone was then exposed and found to be extensively necrosed in many areas, while in others the bone was inflamed. In removing the necrosed portions, adherent dura mater and cortical substance of the brain came away. In spite of such desperate conditions, the patient has recovered completely although a metastatic abscess in the left breast and an attack of acute facial erysipelas after her return home gave us considerable anxiety. In the second case I adopted an incision which avoids the occurrence of the median vertical scar in the forehead. A transverse incision is made in the scalp beyond the hair-line, extending outwards and downwards to the temporal fossa; from the lower end of this a second incision is made forwards to the external angular process of the frontal bone where it joins the outer limit of the original incision in the eyebrow (for *opening the frontal sinus). The small incision in the temporal fossa healed without leaving any visible scar.
Dr. DAN MCKENZIE: I also would like to congratulate Mr. Mollison on the very prompt and efficient manner in which he tackled the case, for to that was due the saving of the boy's life. Even when there is an abscess in the soft parts, one's mind is occupied about the frontal sinus, and if, on getting through the bone we happen to find it diseased, it then requires considerable moral courage to extend the operation sufficiently to get beyond its limits if they are wide. I advise caution in regard to the prognosis of these cases. This boy looks well now, but, unfortunately, in this disease one cannot be sure, until at least six months have passed, that the condition will not return. There have been cases in which the surgeon thought he had removed every bit of disease, and the patient remained well for a considerable time, but at the end of it there was a little puffy swelling in the neighbourhood, and it developed into a recurrence. But we must not be too despondent about these cases, because there have been cases in which prompt and thorough removal of diseased bone has resulted in permanent cure. And if there be no recurrence, in course of time the bone removed is replaced, so that in this case the forehead will be as good as before, as the frontal eminences will be restored. That, however, does not apply to the supra-orbital margins, I fear. My paper' showed that the cases which had come on after sinus operation did not recover: the only cases which recovered were some of those which had been dealt with surgically in a very thorough manner, and in which the osteomyelitis had set in spontaneously.
Dr. P. WATSON-WILLIAMS: What were the organisms in this case? If these were determined, it might be an indication for treatment which might tend to keep off recurrences. I should also like to know how much bone was removed. The success in this case is certainly a matter for congratulation.
Dr. JOBSON HORNE: Dr. Dan McKenzie said that osteomyelitis is very fatal when it follows operation upon any sinus. Does he include in that the antrum ? [Dr. MCKENZIE: Yes] . I should have thought that osteomyelitis following upon operation on the antrum of Highmore would be very rare, and if it did occur, that the patient would very likely recover. I agree as to the grave outlook in these cases generally, in fact I believe external operations on the frontal sinus are more fatal than we think.
Dr. IRWIN MOORE: Mr. Norman Patterson has asked me to show the photograph of a very interesting case of osteomyelitis which started after an operation on the frontal sinus. He operated upon the case twelve times, the whole of the frontal bone being eventually removed. The patient, an Australian soldier, has now rejoined his regiment. Mr. Patterson hopes to speak more fully on it when he returns from France.
Mr. O'MALLEY: I recently had a case which turned out eventually to be syphilitic, in which there was an infection by the ordinary micro-organisms. There was a history of the right frontal sinus having been opened, and of redness and tenderness over it, with swelling extending to the outer angle of the eye. A few days afterwards I laid it open, and tried drainage and ordinary treatment, but with no effect. There was no appreciable rise of temperature. In a few days the cedema had extended to the outer angle of the other eye and across the forehead, so that both eyes were closed with cedema. Therefore I laid him open from one malar bone to the other, and found that the waIls of the frontal sinus had gone, though only one had been operated upon, and the bone had been replaced by granulation tissue, the latter having also replaced the supra-orbital ridges, and the fronto-malar joint was in a similar condition. After clearing it out thoroughly and dressing the wound, I thought I would have the Wassermann test done. It was positive. Improvement followed soon after the iodide and mercury mixture had been started, and after injection with "606" there was a marvellous clearing up. There may be a syphilitic factor in some of the cases one hears of. The present case seems to have been an ordinary acute osteomyelitis. some weeks later, in spite of a second operation. In another case seen by me, curetting of the ethmoid produced osteomyelitis and death. I have only seen one case of osteomyelitis following a frontal sinus operation. The frontal sinus had been attacked on three occasions by a surgeon, and I did a fourth radical operation establishing free drainage into the nose. The patient developed chronic osteomyelitis of the frontal bone and, I believe, died eighteen months later.
Mr. H. J. BANKS DAVIS: It would be interesting to know, in cases of osteomyelitis following the antral operation, whether the operation done was the intranasal one alone or the complete operation. I do not agree with the present tendency to do the intranasal operation-it does not suffice, because often one finds the antrum filled with polypi, which cannot be properly cleared out by operating through the nose only. This does not apply to acute cases, where polypi have not had time to form or the disease to become chronic.
The PRESIDENT: I am strongly of opinion that the antrum should be cleared out by the external operation, and then an opening made through the inner wall for dressing and washing out. I agree with Mr. Banks Davis that septic matter is very liable to be left behind when only the intranasal operation is done.
Mr. CLAYTON Fox: I should like to ask what the patient dies from in these cases of osteomyelitis in connexion with the jaw. The term osteomyelitis was applied a few years ago only to cases in which there was inflammation of the marrow of the bone. It now seems to be used if any part of the maxilla becomes inflamed. The nature of the operation is important. If the radical operation is accompanied by scraping out, there is more likely to be infection. But these cases of osteomyelitis can be separated from those in which there is extensive inflammation of the diplo6 between the two tables of the skull bones. Osteomyelitis arising from operation on the maxillary sinus is only a matter of infection which may occur even when only a portion of soft tissue is removed. There must be some inflammation after operation on any portion of tissue, and the bone concerned must be infected for the time being, though perhaps not sufficiently to produce general symptoms, such as pymmia.
Mr. MOLLISON (in reply): I regret to say that the nature of the microorganism is not known. The operation was done late at night; a swab was taken but seems to have bIeen lost. With regard to the amount of bone removed, I took away both .outer and inner tables, exposing the dura well on to the forehead almost as high as the upper limit of the vertical scar. I took away bone from the external angular process on one side, by a curved incision made to that on the other side, also the supra-orbital ridges and a portion of the roof of both orbits. I was not convinced I got beyond the disease at the right external angular process. There are two classes of cases of osteomyelitis of the frontal bone. One is typified by this case of mine. The other class contains those in which the disease came on subsequently to the performance of a frontal sinus operation. These classes are to be separated from one another from the point of view of prognosis. I have no doubt that extensive operation at once is the only treatment: it is of no use to do the operation in portions. I have had three fatal cases in which osteomyelitis has come on subsequent to operations on the antrum or frontal sinus. I am sure the initial mistake of not doing enough at first is fatal. A little point of importance in this case was the treatment of the bare edge of the bone: I painted it with pure carbolic acid, in the hope that any organisms left in the wound would thus be prevented from getting into the bone surface exposed. I am interested in hearing Dr. McKenzie say that the bone will be replaced in course of time. (May 4, 1917.) Case of Carcinoma of Maxillary Sinus, Three and a Third Years after Operation, with no Recurrence.
